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estimating equations to account for repeated measurement over
time were used to test the association of each factor and return of
menses over the 18-month study.
Results: Subjects were aged 18  2.8 years (mean  SD), and self-
identiﬁed primarily as white (86%). Sixty-ﬁve percent (n ¼ 24) had
recovery of menses during the study. Length of illness (19  26
months) was similar between those subjects with menstrual re-
covery and those without, as was the duration of amenorrhea
(20 12 months) at baseline. Subjects exercised 7  3 hours/week.
Percentage body fat by DXA was associated with menstrual re-
covery [OR 1.19 (1.06, 1.33), p < 0.01], as were BMI [OR 1.48 (1.13,
1.95), p < 0.01] and percent median body weight [OR 1.09 (1.03,
1.16), p ¼ 0.004]. Estradiol¼ 30ng/mL, alone, was not associated (p
¼ 0.08), but when coupled with percent mean body weight it was
an important predictor of menstrual recovery [OR 2.49 (1.09, 5.65),
p ¼ 0.03]. Changes in leptin levels were not associated with return
of menses, but the sample size was small (n ¼ 11). Serum cortisol
levels and scores on bothmental health screens were, similarly, not
associated with return of menses.
Conclusions: While weight gain is an important goal of treatment
in adolescents with anorexia nervosa, percentage body fat may be
a useful clinical measure to follow to inform menstrual recovery
and can be obtained at the same time as bone density measures.
Sources of Support: NIH grants HD043869, HD060066, and
AR060829; and Department of Defense, US Army Bone Health and
Military Readiness Program. Leadership Education in Adolescent
Health (LEAH) Training grant #T71MC00009 from the Maternal
and Child Health Bureau, Health Resources and Services Admin-
istration.
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GIRL TALK: RELATIONAL AGGRESSION BY PEERS AS AN
ANTECEDENT TO EATING DISORDERS AMONG GIRLS AND
WOMEN
Ruth Frank, MD, Ashley V. Acle.
The Renfrew Center.
Purpose: In spite of recent attention to bullying in childhood as a
risk factor for later psychopathology, little research has explored
how this relates to the development and maintenance of an eating
disorder. Research by Groleau, et al. (2012) supports a relationship
between childhood victimization by bullying and eating disorder
development among women with bulimia. However, this rela-
tionship has not been examined among women with other eating
disorders. In an effort to replicate and expand the ﬁndings by
Groleau et al (2012), these researchers developed the present
study. This poster presents results from a completed investigation
of the relationship between childhood bullying (relational
aggression) and the development and maintenance of eating
disorders.
Methods: Two hundred and sixty-one adolescent girls and women
(N ¼ 261) who were receiving inpatient treatment at The Renfrew
Center of Philadelphia or Coconut Creek consented to research, and
completed self-report questionnaires about childhood histories of
victimization by peer bullying, eating disorder symptoms, affective
lability and self-esteem. Of these participants, 66 (25.3%) met
DSM-IV criteria for Anorexia Nervosa, Restricting subtype, 32
(12.3%) for Anorexia Nervosa, Purging subtype, 92 (35.2%) for
Bulimia Nervosa and 71 (27.2%) for Eating Disorder NOS. Chi-squared tests were used to compare childhood bullying fre-
quencies between eating disorder diagnoses. Multiple regression
analyses, following the guidelines of Baron and Kenny (1986),
examined low self-esteem and affective lability as potential
mediating factors between this history and the development and
maintenance of an eating disorder.
Results: A history of childhood bullying in the form of verbal,
physical, social, relational, and/or cyber-aggression was reported
by 92% of participants. Frequency of childhood bullying between
diagnostic groups was not signiﬁcant. The proposed mediators of
low self-esteem and affective lability were tested to determine
whether they were predictive. Correlations revealed that child-
hood victimization by peer bullying was signiﬁcantly related to
affective lability, low self-esteem and eating symptoms. Multiple
regression analyses revealed that eating symptoms were signiﬁ-
cantly predicted by the inﬂuences of affective lability and low self-
esteem.
Conclusions: These ﬁndings demonstrate that histories of
victimization by peer bullying are prevalent among women with
eating disorders, beyond the scope of Groleau’s (2012) population.
This supports the importance of including questions about peer-
initiated childhood bullying as an integral part of the assessment
and treatment of eating disorders. While additional research can
clarify the relative importance of factors such as bullying fre-
quency, intensity and/or duration in accurately and adequately
assessing the impact of being bullied on eating disorder develop-
ment and maintenance, information about self-esteem and affec-
tive lability should also be included. Future research might also
explore antecedents to low self-esteem and affective lability in
family constellations, with a view to implementing effective
interventions.
Sources of Support: Baron, R.M., Kenny, D.A. (1986). The moder-
ator-mediator variable distinction in social psychological research:
Conceptual, strategic, and statistical considerations. Journal of
Personality and Social Psychology, 51, 1173-1182. Groleau, P.,
Steiger, H., Bruce, K., Israel, M., Sycz, L., Ouellete, A., Badawi, G.
(2012). Childhood Emotional Abuse and Eating Symptoms in
Bulimic Disorders: An Examination of Possible Mediating Vari-
ables, International Journal of Eating Disorders, 45, 326-332.
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EXAMINING THE USE OF MEAL SUPERVISION IN ADOLESCENTS
AND YOUNG ADULTS WITH RESTRICTIVE EATING DISORDERS
DURING MEDICAL HOSPITALIZATION
Meredith Kells, MSN, Pamela Schubert-Bob, BSN,
Katharine Davidson, MSN, Kathleen M. O’Neil, MA,
Margaret McCabe, PhD, Louise Hitchko, MSN, Peter Forbes, MA.
Boston Children’s Hospital.
Purpose: Weight restoration is the primary goal of medical
hospitalization for patients with restrictive eating disorders;
however, there is little evidence on best practices to achieve
adequate weight gain during this time. Patients who restore
weight at or close to ideal body weight have lower incidence of
relapse following discharge, and improved long- and short-term
outcomes. Although meal time can cause high anxiety, in-
terventions during meal time may increase caloric intake and
promote weight gain. The authors completed a chart review in
2008-2009 examining prevalence and effect of meal supervision
during 52 patient admissions during which supervision was
Poster Presentations / 54 (2014) S34eS93S76implemented only after a patient failed to meet weight gain
goals or complete meals. This showed delayed supervision of an
average of four days as well as higher weights and improved
overnight bradycardia for those who received supervision when
compared to those who did not. The goal of this study was to
standardize meal supervision beginning at admission and reex-
amine variables.
Methods: A chart review was conducted of all patients placed on
the Eating Disorders Clinical Practice Guideline (CPG) for a seven
month period during 2011 to achieve a comparable group size to
the previous chart review cohort. All patients admitted to the CPG
received standard protocol supervision by trained staff for each
meal during hospitalization. The data compared 54 patients from
this time frame (Phase II) to 49 patients from the 2008-2009
cohort (Phase I) for differences in weight gain, (LOS), electrolyte
abnormalities, and liquid caloric supplementation.
Results: The mean age of participants was 17.4 years for Phase I
unsupervised, 17.8 for Phase I supervised, and 14.8 for Phase II (p <
.0001). Phase I supervised patients had the longest LOS with a
mean of 9.8 days (p ¼ .02). Phase I non-supervised and Phase II
patients had comparable LOS at 5.9 and 6.7 days, respectively.
Maximum LOS was comparable between the three groups with 23
days for Phase I supervised, 22 days for Phase I non-supervised,
and 20 days for Phase II. No signiﬁcant difference in liquid caloric
supplementation use, rate of weight gain, rate of change for
overnight heart rate, or mean percent of days in which goal weight
gain was achieved or laboratory values we noted.
Conclusions: Notably, the effect of improved weight gain and
overnight bradycardia seen in the Phase I chart review is not
present. There is, however, a compelling difference in length of stay
between those who received delayed meal supervision and either
those who did not require meal supervision or who received meal
supervision throughout hospitalization. Our ﬁndings suggest that
meal supervision beginning at admission for all patients may
shorten LOS and decrease health care costs.
Sources of Support: Boston Children’s Hospital Clinical Research
Program.
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DIFFERENCES IN PSYCHIATRIC COMORBIDITIES AMONG
ADOLESCENTS WITH EATING DISORDERS BY SEXUAL
ORIENTATION
Zachary McClain, MD 1, Nadia Dowshen, MD 1,
Jennifer Carlson, MD 2, James Lock, MD, PhD 2,
Rebecka Peebles, MD 1.
1Children’s Hospital of Philadelphia; 2Stanford University.
Purpose: Minority sexual orientation may be associated with
increased likelihood of having an eating disorder (ED) among
adults, and community-based studies have demonstrated that gay
and bisexual adolescent males are at increased risk of ED behav-
iors. Sexual minority youth (SMY) have an increased prevalence of
mood disorders and substance abuse, as well as higher levels of
mental health symptoms than their heterosexual counterparts.
However, little is known about differences in psychiatric comor-
bidities between heterosexual youth and SMY among adolescents
diagnosed with ED. The purpose of this study is to determine if
adolescent SMY with ED have higher rates of psychiatric comor-
bidities such as depression, anxiety, and attentional disturbances
than their heterosexual counterparts.Methods: ED adolescents ages 12-19y (mean 16.2) were recruited
for the parent study at an academic referral center. Primary vari-
ables were gender and sexual orientation (sexual minority deﬁned
as gay, lesbian, bisexual, or questioning). Outcomes were T-scores
on the affective, anxiety, internalizing, somatic, and post-traumatic
subscales of the Youth Self-Report (YSR), Child Behavior Checklist
(CBCL), as well the total score on the Center for Epidemiologic
Studies Depression Scale (CES-D). The total competence T-score,
which reﬂects social and activities subscales as well as academic
performance, was included from both the YSR and CBCL. Descrip-
tive and ANOVA testing were performed using SPSS v20.
Results: Subjects (n ¼ 164; 21M, 143F) reported a mean of 16.1
months of disease and averaged 86% median body weight.
Anorexia nervosa was diagnosed in 39% (n ¼ 64), 7% (n ¼ 12) had
bulimia nervosa, and 54% (n ¼ 88) had EDNOS. Sexual minorities
comprised 8.8% (n ¼ 21; 4M, 10F) of the study population. No
signiﬁcant differences were found in affective, anxiety, internal-
izing, somatic, social, and post-traumatic stress problem subscales
of the YSR and CBCL. SMY with ED scored higher on thought
problems (64 vs. 58, p ¼ 0.007), attention problems (63 vs. 56, p ¼
0.004) , and rule breaking behaviors (59 vs. 55, p ¼ 0.045) sub-
scales, with signiﬁcantly decreased total competence (41 vs. 48,
p ¼ 0.031) on the YSR. Parent reports on the CBCL did not reﬂect
differences between groups in these same domains. CES-D scores
did not differ between groups.
Conclusions: In this clinical sample of youth with ED, SMY re-
ported more problems with attention, thoughts, and rule-breaking
behaviors as well as lower total competence T-scores on the YSR as
compared with their heterosexual peers. Parent reports on the
CBCL did not reﬂect these same differences. No differences were
seen between heterosexual youth and SMY with ED in affective or
anxiety-related subscales. These differences in mental health
symptoms among SMY with ED deserve further study and may
have implications for screening and treatment in this vulnerable
population.
Sources of Support: National Scientist Development Award of the
American Heart Association.
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INPATIENT MEDICAL STABILIZATION FOR ADOLESCENT EATING
DISORDERS: PATIENT AND PARENT PERSPECTIVES
Terrill Bravender, MD, MPH, FSAHM1, Hannah Elkus, BA 2,
Hannah Lange, MPH 3.
1Nationwide Children’s Hospital; 2The Ohio State University; 3The
Research Institute at Nationwide Children’s.
Purpose: Eating disorders, particularly anorexia nervosa, have a
variety of physical health complications, some of which are severe
enough to necessitate medical hospitalization. Our institution
utilizes a speciﬁc protein calorie malnutrition (PCM) protocol,
which includes meals monitoring by nursing staff, supplementa-
tion as needed with liquid nutrition, and continuous cardiac
monitoring as well as a number of behavioral restrictions and
physiologic assessments. Patients frequently resist the need for
admission. A recent study of an inpatient eating disorders program
revealed that, at the time of hospital admission, 33% of patients did
not think they required hospitalization. After two weeks of treat-
ment, however, almost half of these patients converted to thinking
that they did need to be hospitalized. This change in perceived
need for treatment has received little attention in the eating
